1) In the cases with intracranial invasion, headache can be often complained.
2) Small cartilaginous nodules with lack of calcification or ossification are easy to be overlooked on CT.
2)
CASE REPORT
A 48-year-old female presented with pain on the left preauricular area when chewing. She had been experiencing crepitus sound and pain on the left TMJ region for about 1 year, and had no specific medical history except for being a
INTRODUCTION
Synovial chondromatosis (SC) in temporomandibular joint (TMJ) is a rare benign disorder characterized by cartilaginous metaplasia of the mesenchymal remnants of the synovial tissue. 1) It is usually confined to the joint space, mainly the superior joint space, but it can occasionally extend beyond the joint capsule into the cranium, parotid gland, infratemporal fossa, or external auditory meatus.
The etiology of the disease is unclear; the development of these pathologies may be associated with trauma, overuse, local infection, and embryologic disturbance.
The American Academy of Orofacial Pain has published the diagnostic criteria for SC.
1)
First of all, the patient has the history of at least one of the following: (1) report of preauricular swelling, (2) arthralgia, (3) progressive limitation in mouth opening, and (4) joint noise in the past month.
In addition, at least one of the following must be proved by examination: (1) preauricular swelling, (2) arthralgia, (3) maximum assisted opening (passive stretch) less than 40 on the left TMJ and myofascial pain on the left masseter and both SCM, trapezius, and splenius capitis muscles. The patient was instructed precautions for temporomandibular disorder and treated with pharmacologic and physical therapy. After 2 months, the pain disappeared and then treatment was finished.
One year and a half later, she revisited for the same complaint. She said that the pain had recurred 6 months after the end of treatment and splint therapy, conducted at a local clinic, had failed due to discomfort associated with wearing the appliance.
Active mouth opening was 45 mm and she presented with pain on her left TMJ during opening and eccentric movement. Tenderness was observed when palpating on both TMJ, masseter, SCM, trapezius, and splenius capitis muscles.
The occlusion remained unchanged, but crepitus sound was detected on the left TMJ. CBCT was taken, and sagittal and frontal images showed bony flattening of the superior portions of the both condyle heads and small high attenuated bony materials around the left condyle (Fig. 3) . As the result, a presumptive radiological diagnosis was made as SC.
After 8 weeks of pharmacologic and physical treatments, hepatitis B carrier.
She reported pain on the left TMJ during active mouth opening (50 mm), laterotrusive movement (5 mm) and protrusive movement (7 mm). Physical examination revealed tenderness to palpation on the left TMJ and masseter, and both sternocleidomastoid (SCM), trapezius, and splenius capitis muscles. The occlusion was stable on the both side evenly and the sound of the TMJ was not detected at the clinical examination. There were no significant pathologic bony change on the panoramic and transcranial radiographic view (Figs. 1, 2) . She was diagnosed with arthralgia Postoperative follow-up examination is suggested initially at 3-6 month intervals in the first year, and later once per year. 2, 4) Once the loose bodies have been removed, the recurrence rate seems to be very low. 
DISCUSSION
SC is a benign disease, but does not spontaneously resolve nor respond to nonsurgical treatment. [2] [3] [4] [5] Furthermore, it has potential to invade the intracranial structure and recur. 2, 4) Therefore, surgical intervention is needed as following.
Arthroscopy is less invasive technique that is useful for the primary treatment of small loose bodies less than 3 mm, confined to the superior joint space. 2, 6) Success rate is no better than 55%. 3) Arthroscopy has limitation and difficulty to retrieve the larger intra-articular loose bodies completely.
2,6) 
